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vivid mental pictures which could hardly be called hallucinations. The 
case was further interesting in proving that the sharp differentiations made 
in the whole degenerative group cannot stand; that there are transitional 
cases. This is a transitional case, it is not an ordinary case of paranoid 
dementia or of paranoia hallucinatoria. On the other hand, it is not a 
paranoia simplex, but occupies a position between paranoia simplex and 
paranoia hallucinatoria. 

Dr. Hawke, in closing, said he thought the members had determined 
by their line of questioning what he meant by pseudo-hallucinations. 

A CASE OF POLIOENCEPHALITIS IN A BOY OF EIGHT YEARS 
ENDING IN RECOVERY. 

By Dr. David Riesman. 

Dr. Riesman showed a boy of eight years, who had recovered from 
what had seemed to be an attack of polioencephalitis. Except for migraine 
in the father and brother, the family history was excellent. There had 
been no serious prior illness and only a few trivial falls that were without 
consequences. 

On the morning of August 13, 1906, he awoke with double vision. On 
the 14th he was dizzy and staggered; felt a little nauseated, but did not 
vomit; perspired profusely; had a bad taste in his mouth; and spat a good 
deal of saliva. On the 15th, although able to play, he would often run to 
his mother and say he was dizzy and afraid he would fall; and twice he 
did fall. About this time left-sided ptosis appeared, and the gait became 
staggering. A neurologist who saw him made a diagnosis of brain tumor. 

On August 24, when he first came under the care of Dr. Riesman, his 
condition was pitiable. He was almost helpless, and usually had to be 
carried. The face had a sleepy, expressionless look. The eyebrows and 
forehead were contracted; the left eye nearly closed by ptosis. The eye¬ 
balls themselves were fixed, owing to a complete external ophthalmoplegia. 
The head was bent forward and tilted to the right. There was risus 
sardonicus. especially when he tried to laugh. One could not then tell 
whether he was crying or laughing. He could not whistle, and speech 
was indistinct. He would begin a sentence fairly well, but as he pro¬ 
gressed the words would become more and more slurred, until they ceased 
to be intelligible. There was some difficulty in swallowing, and liquids 
regurgitated through the nose. He staggered on walking, and was in¬ 
clined to fall toward the right. After attempting to walk a few steps, which 
he did out of doors, he would soon tire and ask to be carried. About the 
end of August a paresis of the left arm set in—dynamometer left 10, right 
35. There were no sensory disturbances, except astereognosis of the left 
hand. The knee-jerks were somewhat variable, as a rule not exaggerated; 
ankle clonus and Babinski reflexes were present, more marked on the 
left side. There was slight headache, and occasionally some tenderness 
on percussion just to the left of the occiput. No trouble with the sphinc¬ 
ters; heart-sounds normal; pulse irregular—84 to 102; respirations 24 to 
29; no fever at any time; lungs normal; abdomen soft; bowels obstinate¬ 
ly constipated; appetite poor; vomiting occurred a few times, seemingly in¬ 
duced by food or medicine; was not projectile, and was preceded by nau¬ 
sea. Occasionally there were attacks of diarrhea with cramps, w’hich 
were probably caused by the medicine he was taking—hydriodic acid. An 
eyeground examination made about the middle of August had shown no 
changes in the fundus; on a second examination, a slight congestion- 
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edema was found. The diplopia, which had lasted only one day—August 
13—returned on September 8. 

Early in September improvement began, first shown by a tendency to 
hold the head erect. The risus sardonicus became less pronounced, and 
finally disappeared; movement returned in the eyeballs, first in the up¬ 
ward, then in the inward direction. The external recti remained paretic. 

At the time the hoy was shown, he seemed to he entirely well, except 
for diplopia, which was due to persistent weakness of the abducens.* 

Tile diagnosis of the case was attended with difficulty. A number 
of neurologists had seen him and had diagnosticated tumor. Dr. Ries- 
man’s first impression was that the case was one of myasthenia gravis, 
but more careful reflection led him to consider it polioencephalitis superior 
(Wernicke). The involvement of the left arm indicated that the process 
had also extended to the cord. The rapid and almost complete recovery 
seemed to he against the existence of a serious organic lesion and made 
the propriety of the word encephalitis somewhat doubtful. 

As to the pathogenesis, nothing was known ; it was easy to assume, 
but difficult to prove the existence of some toxic agent. 

Dr. Gordon said he did not know how soon after his examination 
of this case Dr. Riesman made the examination. He was requested to 
make an examination and gave an opinion on the case last summer. When 
he examined the patient he had Dr. Perkins’ negative report concerning 
the eyes. When Dr. Gordon examined the child he found that the patient 
walked with zigzag movements, with a tendency to walk always towards 
the right; he had distinct nystagmus, he had paresis of the external recti; 
when he examined him for station he presented a distinct Romberg sign, 
he had also ataxia of the upper extremities. He found distinct Babinski 
on the left with exaggerated knee-jerk, the knee-jerk on the right side 
was distinctly diminished. At that period of the case he did not have 
any marked difficulty in swallowing, but the relations told him that the 
child would have at times some difficulty. However, he ate his food. 
They gave Dr. Gordon a history of a fall with headache, vomiting, which 
he understood was not connected with the food. Having that picture be¬ 
fore him, he concluded after excluding everything else that it was proba¬ 
bly a cerebellar condition. He did not say tumor. Since then Dr. Gordon 
had not seen the case. At present the patient presents still some difficulty 
in walking, he has still a tendency to walk towards the right; the knee- 
jerk on the left side is different from the right; he has distinct Babinski 
on the left and edema of the disc with diplopia. The case presents un¬ 
doubtedly some obscurity, hut to say that it was a case of myasthenia gravis 
Dr. Gordon could not agree; he is more inclined to believe that the condi¬ 
tion is organic. 

Dr. C. K. Mills said that when he saw the case first it was to him 
as it has been to others, difficult of diagnosis. He thought, however, it 
was not clearly, in spite of the symptoms which pointed in that direction, 
a case of cerebellar tumor. Dr. Riesman and Dr. Mills at the time dis¬ 
cussed the question of myasthenia gravis or hulbo-spitial paralysis, to which 
diagnosis Dr. Riesman was inclined and Dr. Mills thought with good reason ; 
it seemed to him, at least, that it was the probable diagnosis. The case 
might be one of somewhat widely distributed polioencephalitis. If the pa¬ 
tient's symptoms were due to a polioencephalitis he would probably have 


♦This weakness is gradually disappearing. 
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fared worse than in the outcome as now seen. After all we do not know 
exactly what myasthenia gravis is ctiolog'ically, and it is possible that a 
toxemia of some sort had to do with the origin of this case. It is well 
known that there are cases of myasthenia gravis lasting a comparatively 
short time, cases fatal after recurrences of attacks, cases of recovery and 
others of partial recovery. 

Dr. Potts thought the symptoms described in this patient resembled 
very much the symptoms that were present in a patient he had in the 
Philadelphia Hospital a couple of years ago, and in which he made a 
diagnosis of polioencephalitis. Dr. Dcrcuin agreed with this diagnosis. 
Typhoid fever was followed by ocular palsies, intense bulbar symptoms, in 
co-ordination of the extremities, weakness of the legs, increased knee- 
jerks, tinkle clonus and the Babinski phenomenon. This patient 
afterwards died, but an autopsy was not obtained. The existence 
of permanent symptoms in Dr. Riesman's patient was certainly against 
myasthenia gravis as was also the existence of the ankle clonus and the 
Babinski rellex. He did not think that the symptoms coincided with the 
usual idea of myasthenia gravis. He was inclined himself to think of en¬ 
cephalitis in this case. It would have been of some interest and some value 
if a careful electrical examination of the muscles had been made. 

Dr. Perkins stated that at the time he saw the hoy his vision was 
absolutely perfect, but his general condition was so grave that it was im¬ 
possible to estimate accurately the presence of a paralysis of the right 
rectus. There were no abnormal fauces conditions present. The case 
having come to him not by being referred by a physician, but because he 
had treated some members of the family, he was absolutely in the dark 
as to previous medical history. The boy had a hypermetropia of moder¬ 
ately high grade. 

Dr. Dercttm stated that we must bear in mind that the knee-jerks are 
unequal, that the left is exaggerated as compared with the right and that 
there is a distinct Babinski of the left side. These symptoms are not in 
keeping with myasthenia gravis. It is not improbable that some toxin 
acting upon the nuclei, and giving rise to polioencephalitis, also acted upon 
other nervous centers and in turn gave rise to the other general and local 
symptoms found in this case. 

Dr. Spiller thought that because of the constancy of the symptoms in 
this case without periods of amelioration or exacerbation and without in¬ 
crease in intensity of symptoms after fatigue, the condition was unlike 
myasthenia gravis and that probably the case was one of basal encephalitis. 
He reported a case with Dr. Buckman. of Wilbesbarre, of myasthenia 
gravis confined to the ocular muscles, which showed exhaustion paralysis 
when an object was fixed. Dr. Buchman had written that complete re¬ 
covery had occurred. Dr. Spiller did not believe that the Babinski reflex 
would exclude myasthenia gravis. Babinski had not said that his reflex 
was always the result of an organic change, but had spoken of perturba¬ 
tion of the pyramidal tract. Dr. Spiller believed that a functional dis¬ 
turbance of this tract sufficient to cause marked paralysis as in myasthe¬ 
nia gravis might produce the Babinski reflex. 

Dr. Eshner said that at the time he saw the boy he thought the symp¬ 
toms were unmistakably those of organic disease and he thought probably 
involved the cerebellum. He believed that there was a growth gummatous 
or gliomatous in character. The improvement that the boy showed was 
simply amazing. It would be interesting if Dr. Riesman would state the 
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treatment the boy had been given, how much iodide and mercury, if these 
were used. 

Dr. Gordon said as far as the result of treatment was concerned, he 
could cite a case he had had for four or five years. A case of cerebellar 
tumor, tbe child is still living, in which large doses of the iodides had 
been given, up to 115 grains three times a day. The ataxia, headache, and 
the vomiting disappeared; the improvement under Dr. Riesman’s treat¬ 
ment is not surprising to him if there is an organic condition. 

Dr. S. 1 '. Gilpin stated that in listening to the history of the case and 
the history of the recovery, he would like to suggest the diagnosis of mul¬ 
tiple neuritis, even though the knee-jerks were plus and the Babinski re¬ 
flex present. 

Dr. Riesman, in closing, said that seeing bow difficult it was at this 
time to make a diagnosis, it was not surprising that there should have 
been a great diversity of opinion at tbe outset. The case had come to 
him labeled with a variety of diagnoses that had been made by different 
members of tbe Neurological Society. The majority were on the side of 
brain tumor, the hopelessness of which condition had been explained to 
the parents, who in consequence were in the greatest mental distress. 
Dr. Riesman did not think it was brain tumor when he saw the case, be¬ 
cause of the absence of headache, of vomiting, and of choked disc, one, or 
all of which could, with reason, have been expected to be present in a 
case showing such profound focal disturbance of the nervous system. His 
first impression of the case was that it was one of myasthenia gravis be¬ 
cause tbe symptoms had come on in gradual sequence, and some of them 
had seemed to be aggravated as, for instance, the difficulty in walking and 
speaking, by effort. The first symptom had been ptosis, then had come 
drooping of the head, then ophthalmoplegia and paresis of the face, then 
paresis of the arm. In that diagnosis lie had the approving counsel of 
Dr. Mills, who could not convince himself of the existence of brain tu¬ 
mor, and was inclined to attribute the symptoms to some toxic agent. At 
the height of the boy’s illness, when bis life seemed in peril, no one could 
have predicted the outcome of the paralysis in case of survival. The ex¬ 
ternal ophthalmoplegia had been complete. At the present time the ex¬ 
ternal rectus was still paralyzed; but Dr. Riesman questioned whether 
that would be permanent. Dr. de Sebweinitz was of the opinion that the 
right external rectus was probably congenitally weak, but that there was 
a definite paralysis of the one on the left side. The vomiting had not 
been projectile, but had always been due to some discoverable cause. The 
speech had been decidedly a fatigue speech, as had been observed by tbe 
mother and the nurse. With regard to tbe Babinski reflex. Dr. Riesman 
did not think its presence could be used as a point against myasthenia 
gravis; the strongest argument against such a diagnosis was, aside from 
the incomplete character of the fatigue phenomena, the persistence of 
the ocular palsy. An affection of such a pronounced character as myas¬ 
thenia could easily produce disturbances of the reflexes resembling those 
of organic disease. Although myasthenia was considered as not dependent 
upon an anatomic lesion, he could not conceive of a disease going from 
bad to worse and frequently ending in death, as having no organic basis. 
Neither the changes in the muscles that had been found, nor those in the 
thymus gland, could in themselves explain the condition. It seemed to 
him to be a toxic process, which produced some structural change of such 
a fine character that up to the present time it had not been possible to dis- 
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cover it. Returning to the subject of diagnosis, Dr. Riesman said that he 
had come to the conclusion that the case was one of polioencephalitis for 
the reasons already indicated. The treatment had been simple; the boy 
had been put at rest in the charge of a trained nurse, and had received 
cascara for the bowels and increasing doses of syrup of hydriodic acid. 
He had gained weight and seemed as well and bright as he has ever been, 
except for persisting double vision due to the abducens palsy. 

Note .—There has been a decided improvement in the condition of the 
eyes since the foregoing remarks were made. 

A CASE OF TABES DORSALIS WITH INVOLVEMENT OF MANY 
CRANIAL NERVES. 

By Dr. T. H. Weisenlnirg. 

This patient was seen with Dr. Wm. Zentmayer in the Wills Eye Hos¬ 
pital. The patient was 51 years of age, with no medical history of any 
importance and no specific history. His trouble begun two years before he 
came under observation with a diplopia. Soon after this he had drooping 
of the left upper lid. These symptoms subsided in the course of two 
months and gradually disappeared. About the same time he began to 
have a twitching-like sensation in his right face. This sensation termi¬ 
nated with a pain in the right eye, and came on gradually. He was ap¬ 
parently well otherwise until two months ago, when he was taken to a 
hospital for involvement of the bladder and rectum. About the same 
time he developed a drooping in the right upper eyelid. He has had in¬ 
creasing girdle sense and numbness in both legs, and about the same time 
he began to stagger, especially in the dark or with his eyes closed. 

Examination shows complete paralysis of both oculomotor nerves and 
also paralysis of the right fourth nerve. The ptosis on the left side is not 
complete. The motor fifth nerve is normal, but the sensory portion of 
the fifth nerve, however, is involved. Touch and pain sense as well as taste 
are disturbed in the anterior two-thirds of the right side of the tongue. 
Teeth can be pulled out on the right side of the jaw without any difficulty, 
not so in the left. The seventh nerve is partially weak, the other cranial 
nerves are normal. The pupils are partially dilated and react only to 
strong light stimulus. Both optic nerves are red gray. The fields are 
functionally normal for form, and slightly contracted for color. Power in 
both upper and lower limbs is about normal. Ataxia, especially with eyes 
closed, is very marked in all of the limbs. All of the tendon reflexes are 
lost. Sensation has disappeared over the front of the chest and soles of 
the feet. There is considerable hypotonia present in all of the joints. 

The case is evidently one of tabes dorsalis, with disease of the right 
second, third, fourth, fifth and seventh nerves and of the second and third 
nerves on the left side. Ordinarily without the involvement of the cranial 
nerves there would be no question about the diagnosis of tabes dorsalis. 
With this rather unusual affection of the cranial nerves, the question arises 
whether this case is really one of tabes or of syphilis. All of the cranial 
nerves which are diseased in the present instance may be involved indi¬ 
vidually in tabes, and there is no reason why a diagnosis of syphilis should 
be made even though as many cranial nerves are diseased as happens in 
this instance. 



